IT is, in my opinion, the duty of every surgeon wlho enjoys unusual opportunities of performing large numbers of any particular surgical operation, to publish from time to time details of his cases with, so far as he can, an accurate -record of his results, both immediate and remote. Any complications that have occurred, any improvement or alteration in his practice, any mistake that has been made-in short, any lesson that he has learnt from the study of his cases-should be made available for the benefit of others who have to deal with similar cases.
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The youngest patients were five girls aged 14, the subjects of parenchymatous goitre, rapidly growing, causing dyspncea, and failing to respond to medical treatment. In all cases the goitre was of considerable size: in one the portion removed weighed 11+ oz.; all made good recoveries and are quite well now. Operations in children below the age of puberty are hardly ever necessary, and on account of the danger of interfering with subsequent growth and nutrition they should never be undertaken except for some very urgent reason. Operations for mere deformity in children are in my opinion quite unjustifiable. On the other hand, parenchymatous goitres at or about the age of puberty and later, if growing rapidly and causing really serious stridor and dyspncea, often urgently demand operation if they do not yield to medical treatment. The trachea in such cases is so soft that it can easily be fatally occluded by a double goitre, especially if the lower part of the latter be situated low down behind the sternum, as it so often is.
The youngest among the male patients were two boys, aged 15; the cases were exactly similar to the preceding.
The oldest female patient in this series was a lady, aged 66, with dyspnaea and tachyeardia, from whom an old, partly calcified, adenoparenchymatous goitre weighing 4 oz. was removed, with complete relief. 91 92 Berry: Goitre Operations and After-results Among the male patients, seven were 70 years of age or over: all made good recoveries; in most of these the tumours were large and unilateral, with much displacement of the trachea and larynx. One of these patients, aged 74, had first consulted me thirteen years previously on account of a cystic tumour as large as an orange, but had postponed operation until a huge tumour occupied the whole of the right side of the neck, displacing the larynx and trachea so much that he had had alarming attacks of suffocation, which drove him to operation. The thick-walled cyst, which was removed without difficulty, contained a pint of brown, porridge-like material, a mixture of colloid and old blood-clot with much cholesterin. FIG. 4.---No. 1313 . Portion of a parenchymatouis goitre causing dyspnmea. Female, aged 14*. Extirpation of right and lower half of left lobes. Weight 61 oz. Shows commencing fibrosis and much reduction of colloid from prolonged previous medical treatment.
The oldest patient of the series, a minister, aged 75, was operated upon nearly five years ago for a retroclavicular goitre causing much stridor and dyspncea. The tumour weighed over half a pound. The patient is now hale and hearty at 80. Another patient, a man aged 73, with a solid, largely calcified, adenomatous mass of many years' duration, weighing 22i oz., is in excellent health at the age of 80. His wound healed per primam, the highest temperature after operation having been 99'80 F.
The removal by resection-enucleation of these large prominent unilateral tumoars in old people is, in my experience, a very satisfactory operation. The Section of Surgery 93 tumours are often old tough-walled cysts; the removal involves but little interference with the thyroid gland tissue itself; the vessels are usually very easily secured; provided the strictest attention be paid to asepsis, to the complete arrest of all hwmorrhage-even the most trifling oozingand the wound be drained for at least a few hours, the results are very satisfactory.
(II) PROPORTION OF HOSPITAL TO PRIVATE CASES. 
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Total 500
It will be seen from the above table that the numbers of hospital and private patients were about equal, nor was there, on the whole, much -difference between the severity of the cases in the two classes. Only among the exophthalmic goitres did the hospital cases (fifty) considerably exceed the private (twenty-nine), doubtless owing to the fact that hospital patients are less able to afford prolonged rest and medical treatment, and therefore come earlier and more readily to operation.
(III) NATURE OF THE GOITRE. It may be admitted at once that the above classification is, pathologically, not strictly accurate; but it is convenient clinically. The term "parenchymatous " used here for the uniform enlargement of the gland with distension of all the vesicles-the commonest goitre of young people-is a well-established term difficult to replace by any more exact, and pathologically more correct, expression.
The term "adenoparenchymatous" is used loosely for the more lobulated, and often nodular, goitres of middle-aged and elderly people in which, embedded in the midst of parenchymatous goitre-tissue, there are encapsuled masses of atypical thyroid tissue, sometimes solid, but often breaking down into cysts. Sometimes these masses are true adenomata, more often they are not.
" Pure cyst " is a term used for a single cyst with smooth lining like a hydrocele, a somewhat rare condition compared with the much more common form of cyst which is formed by the breaking down of a previously solid encapsuled adenoma, the remains of which can generally be seen adhering to the interior 94 Berry: Goitre Operations and After-results of the cyst wall. The distinction is clinically of some importance, since it is the soft vascular tissue in the interior of the common thyroid cystic adenoma that is so likely to give rise to intracystic haemorrhage, occurring spontaneously or after slight injury.
In a large number of the encapsuled tumours removed there was abundant evidence of recent or old heemorrhage having occurred before operation. But this very rarely occurs in parenchymatous goitre. It is usually quite easy to make a differential diagnosis between encapsuled and non-encapsuled thyroid tumours, a matter of much importance as regards the question of operation. On the other hand, to say definitely that an encapsuled tumour is wholly cystic or wholly solid, or partly one and partly the other, is usually impossible; but from the point of view of operative interference this is a matter of comparatively little importance, since both have to be treated in a similar manner.
The three cases of inflammation are of sufficient interest to be given in detail. FIG. 5, a an-d b -No. 1238. (a) Parenchy matous goitire thiirty -eairs dniiatioin withi soine adeniomata (b) Side view. Tre'ated bv\ bilateial iesection-(xtirpation.
Ninie-teniths of right lobe, thiee quiarters of left. W\eight, 22 oz. Case 1l.A suppurating cy,st, as large as a smi-all wxalnut, in a lady> aged 37 ;only a. few days prior to operation she had first noticed a sm-looth, hiard, miov-able swielling in the neck, the most prominent feature being pain. On removal it proved to be an old cystic adenoma containing thin purulent fluid; the tum-iour was, freelyrem--oved, the. wound drained for two days, and a rapid recovery ensued. Two and a hialf years later she wrote to say that she had been quite well ever since.
Case 2.-A miarried lady, aged 36, who had had a rounded lumi-p in the neck for about two years. It was about a-s large as a pigeon's egg, and as shc gave a hiistory of its having varied a good deal in size, it was thought to be an ordinary, cystic adenomia. As it was not causing any trouble, I at first advised against 'ainy opcration; but as she came back later complaining of a good Aeal of pain, the tum-iour w%Aas remnoved. It proved to be a solid, non-encapsuled mass involving the whole of the left thyroid lobe, which was removed. It consisted almiost entirely of chronic iniflam-imatory tissue of a pale yellowish colour, withouit colloid and without any evidence of actual 95 suppuration. The wound healed apparently per primam, and she left the home at the end of a week. Subsequently suppuration occurred, and the wound had to be reopened on two occasions; it did not finally heal until two months after the operation.
In neither of these cases was the cause of the inflammation clearly ascertained. 
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Section of Surgery 97 thyroid, and not much larger than a hazel-nut. It was hard and knobby, and did not move quite so freely upon the larynx as an ordinary innocent tumour of the thyroid should. There was no dyspncea, dysphonia, or dysphagia, and the only symptom was a certain amount of pain on both sides of the neck. It was thought to be probably a small cyst in the middle of an old and hitherto unnoticed goitre, especially as two other members of her family were known to have goitres. But in view of the serious possibility of the case being one of early malignancy, the right lobe was removed, the operation presenting no difficulty of any kind.
The pathological report (by Dr. Helen Chambers) was: " The outer surface is smooth and somewhat white and opaque. On section, the tissue is white and firm, and contains The opposite lobe appeared to be quite healthy. The wound healed at once. Five months later the patient wrote that she had been quite well ever since the operation. Three weeks ago (six and a half years after the operation) she wrote from abroad that her "health has been and is excellent," and that there is no sign of any recurrence. She adds the interesting note that a sister of hers, who had had a goitre since childhood, has recently died of malignant disease of the thyroid.
True Exophthalmic Goitre.-In this class (seventy-nine operations on seventy-eight patients) have been placed only those cases in which not only the clinical symptoms, but also the naked-eye and microscopic appearances of . Adenoparenchymatous goitre removed for dyspncea. At upper pole is a well-encapsualed cystic adenoma. Female, aged 42. WVeight 6 oz. the disease were quite characteristic. There was, however, one doubtful exception in which for some unexplained reason the pathological report received apparently failed to confirm the clinical diagnosis, which appeared to admit of no reasonable doubt.
Cases of " false" exophthalmic goitre, that is, of tachycardia, tremor, &c., without exophthalmos, and mostly with unilateral tumours, have been rigidly excluded from this class. In some of these cases, the apparent symptoms of Graves' disease, especially the palpitation and tachyeardia, would appear to have been caused by long-continued and excessive adminis-Section of Surgery tration of thyroid-gland preparations. The inclusion of such cases among those of true exophthalmic would be, in my opinion, quite misleading, although it is often done. Dyspntea.-It will be seen by the table that by far the most common and important reason for which operation was undertaken was dyspncea. I have never declined to attempt the removal of any innocent goitre on account of the mere severity of the dyspncea; in many of the cases there was a very high degree of dyspnzea; often it had existed for years and led to serious or two of rest in bed, as such cases usually are. He passed a fairly comfortable night, but in the early morning sudden Lsuffocation occurred, and he was dead before even the house surgeon could reach him. In this case it was an error of judgment on my part not to have operated directly I saw the patient, in which case I should doubtless have saved his life. The goitre, which is seen from behind in fig. 20 , was symmetrically bilateral and purely parenchymatous, the lateral lobes just meeting behind the pharynx and cesophagus. The trachea was compressed laterally in the usual manner for nearly 2 in., the lumen being a mere chink. The goitre, after removal from the body together with the larynx and trachea, weighed 26i oz.
In no case during this period of seven years have I performed a tracheotomy for innocent goitre, holding as I do very strongly that removal of the source of pressure, namely the goitre, is a far more satisfactory proceeding than mere tracheotomy. There are, of course, cases in which the operator, owing to circumstances which preclude the possibility of doing a clean thyroidectomy, may be compelled to attempt a tracheotomy under conditions of extreme urgency.
Tracheotomy for suffocating goitre is apt to be a difficult proceeding, and far more dangerous to life, owing to septic compllcations, than a clean thyroidectomy performed under proper conditions. The trachea is often deeply buried under the mass of goitre; it may be much displaced and difficult to find; the constricted region of the trachea may be, and often is, behind the sternum. The dyspncea of goitre being due, not to spasm of the larynx, but to direct pressure upon the trachea, is not relieved by merely opening the larynx or the upper part of the trachea. It is generally quite impossible to reach the trachea below the constriction, and if the trachea be opened above it, an unusually long tube (such as Koenig's), which is not always at hand, must be employed. Our museums and surgical literature abound in illustrations of futile attempts to perform tracheotomy under such conditions. When it has been successfully performed, the mortality is considerable, and the patient still has the goitre pressing upon his trachea.
In cases of high degree of dyspneea the operator will nevertheless do well to have tracheotomy dilators and a long tube at hand in case he may have to use them during the performance of the operation. There have been awkward moments during many of the more severe of my operations, especially during the dislocation of the tumouV, when it has seemed that tracheotomy might become necessary. Even after the goitre has been removed, there is sometimes a danger of tracheal collapse. I have occasionally had to watch a flattened trachea for some little time after removal of the goitre before I ventured to close the wound over an unopened trachea. Fortunately many of the most severe cases of acute dyspncea occur in young subjects with bilateral compression, in whom the trachea still retains much of its normal elasticity. In such cases the flattened trachea very quickly recovers from its compression. In older people recovery is much more slow, but the degree of compression is usually not so great.
An important point may here be insisted upon, which is, that in the case of bilateral compression of the trachea, the removal of one lobe alone may be quite insufficient to relieve the dyspncea, indeed may even make it worse. The bilaterally-compressed scabbard-shaped trachea, so long as it remains in the middle line, may permit the passage of sufficient air to keep the patient alive. But remove one lobe, and the opposite lobe immediately pushes the trachea away from the middle line, bends it, and produces a kink which may easily lead to a fatal suffocation.
I would venture to lay down a rule that in cases of bilateral goitre with high degrees of dyspncea, it is often dangerous to be content with a unilateral operation. After one lobe, or the major portion of it, has been removed, the operator should always examine the condition of the trachea and of the opposite lobe very carefully, and be prepared if necessary to remove also the lower portion of the latter. Much depends naturally upon the degree of stenosis, and the skill and judgment of the operator.
Another point with regard to dyspncea which is sometimes overlooked, but which is of much practical importance, is this, that it is by no means the most prominent or the most obvious portion of the goitre that is the real cause of the dyspncea. There are many cases in the present series in which an obvious, prominent, apparently unilateral goitre was considered by the patient, and sometimes even by his doctor, to be the cause of the severe dyspncea from which he was suffering. Nevertheless in these cases it has often been the FIG. 21.-No. 1338 . Skiagram of a comparatively small left-sided, almost wholly iiitrathoracic goitre, showilng the trachea which appears as a band of light, displaced to the (patient's) right. In the nieck a right-sided goitre benids trachea slightly to left in ail S shape. Male, aged 54. (See also figs. 22 anid 23.) Skiagram was takei tlle day before removal of the intrathoracic portioni, which weighed 6 oz. opposite lobe that has been the real offender, and which is the one that requires removal, lying deeply, perhaps even wholly unsuspected, behind the sternum or in the thorax. The key to the position in such cases is to be found in a careful examination of the root of the neck, where the top of the offending mass can often be felt; or in observation of the exact position of the trachea, displaced away from the source of pressure. In some cases an X-ray examination, if it can be obtained, may be most useful, showing as it may do, MIY-S 2 :10)5 not only the deeper portion of the goitre, but the position of the trachea, which shows up as a band of light in the skiagram. An inexperienced operator may easily remove the wrong half of the goitre.
If a parenchymatous goitre in a young subject-that is a goitre uniformly enlarged in all parts-presents one lobe which is much more prominent than the other, it is nearly always the least prominent, that is the deeper, lobe that most urgently demands removal. Similarly in older subjects, if a large rounded prominent mass fairly high up in the neck is accompanied by serious dyspncea, it will often be found that the true cause of the dyspncea lies in an enlargement of one or other inferior horn which lies jammed in the upper opening of the thorax. A typical example, from among many, may be cited:-A retired merchant, aged 70, was sent to miie in 1918 with a history that for several years he had lhad somiie difficulty in breathing, togethet with tachyeardia. Botl symptomis had becomiie much worse in the last few ilmonths. Recently he had been treated for " heart disease " in a nursing homiie for twelve weeks without miiuch benefit. A -ight-sided goitre as large as a hen's egg, fairly high up in the neck, was then supposed to be the cause of his trouble, and it had been suggested that the removal of this woould benefit himii. When, shortly afterwaids, he came to mrie, it was obvious that the real cause of all his trouble was an old left-sided goitre jaimmed in the upper opening of the thorax. The top of this could,easily be felt when the head was extended and the goitre thus drawn up. His heart, examined for me by Dr. Strickland Goodall, showed the usual dilatation so often seen with chronic goitre, extremlle irregularity, and auricular fibrillatioln. After giving himii a few days' rest in bed in a nursing home and some treatment with digitalis, I removed the left-sided intrathoracic goitre, about as large as ani orange. It had evidently been there for maany years, as it was largely fibrotic. The recent enlargement was due to the accumiiulation of some fluid within it. The patient miiade a rapid recovery, and was able to leave the holme a fortnight after the operation, with his wound soundly healed. His heart gradually recovered its tone, alnd he is now in good health with a regular quiet pulse. He is able to rush about the counitr-y and make long political speeches without effort.
Discomfort, Deformity, antd Slight Dyspnca.-In this group, which comprises one-fifth of all the cases, are included those in which the goitre, mostly unilateral, was removed partly on the ground of discomfort produced by pressure, and partly because of the deformity, often very considerable.
Really severe dyspncea was not present in these cases, although in many of them the steady growth made it probable that serious dyspnca would occur later if no operation were undertaken. In most of them slight dyspnoea occurred on exertion, and many had other symptoms such as tachyeardia, palpitation, dysphagia, and various nervous symptoms. It was noticeable that many of these patients, who before the operation had not complained of dyspncea, volunteered afterwards the remark that they could breathe much better than before. A large number also stated that, besides enjoying freedom from local symptoms, their general health had improved very much. Those who were below the normal weight before the operation--and most patients with such goitres are thin-usually regained it afterwards. In this group comes the patient from whom the largest goitre in the whole series was removed. He was a young man, aged 21, who had had for several years a gradually enlarging parenchymatous goitre which caused him much discomfort, mainly from its bulk and weight. Nearly the whole of the right lobe, together with four-fifths of the left, were removed without difficulty. The total weight of the parts removed was 3 lb. O oz. (right, 27T oz., left 211 oz.). He made a rapid and excellent recovery, and was subsequently for three years on active service in the Army, which he has only recently quitted. 
Berry : Goitre Operdtions and After-results
Deformnity.-In seventeen cases only was the operation done mainly for deformity (hospital cases five, private twelve). Two patients were men, the rest women. All except four were under 40 years; of these, one was a man, aged 50, with a very unsightly lump as big as a golf-ball, situated directly in front of the larynx; the other a man, aged 73, with a yery large mass which weighed 22 oz. after removal. All the tumours were unilateral, and most were of various sizes from that of a walnut to that of a goose's egg. In all cases the wounds healed by primary union, and the patients were all quite well when last seen and heard of, one only three months, the rest from two to seven years, after the operation. Operation is never performed for mere deformity for small or moderate-sized parenchymatous goitres. Such cases are best treated by medical means, which should include a search for, and if possible removal of, the primary source of trouble. FIG. 24. No. 1019 . Pateient, aged 24, about three years after bilateral extirpationi for discomfort, builk, anld weight of a parenichymatous goitre weighing 3 lb. 03 oz. (The largest of this series.) True Exophthalmnic Goitre.-The reason for operation in all these cases was the existence 6f well-marked clinical symptoms of Graves' disease, and not the presence of the local trouble. Marked' dyspncea was not present in any case, and even slight dyspncea was wholly absent from most. It is not necessary to dwell further upon the well-known symptoms of the disease, to which, moreover, allusion has already been made in the preceding section.
Malignant anid Papilliferouts.-In this class have been placed together, for convenience, all cases which were proved to be of this natur*e, although the principal reason for the operation was not necessarily a defini'te diagnosis of malignancy. In one case of a large solid adenocarcinomatous tumour, for instance, dyspncea was the primary cause of the operation ; in another it was pain; in the third it was the presence of spontaneous suppuration that demanded operation. Out of a large number of cases of malignant disease seen during the period, only twelve cases were submitted to operation. One case of papilliferous carcinoma underwent two operations.
Suspected M1aliqnancy.-The five cases of this group were all elderly people (three women, two men), whose ages were from 46 to 61. All had comparatively small tumours, with a history, sometimes afterwards proved to be erroneous, of short duration. None were definitely diagnosed as malignant; indeed in none was it thought that malignancy was very likely to exist. But in each case there was some point which madeit very difficult to say that the case was not one of an early stage of malignancy, and it seemed better to subject the patient to FIG. 25.-No. 1275 . Solid adenoma showing the commoni star-shaped cenitral fibrous mass, with commencing calcificationl. Weight 91 oz. Female, aged 43.. Removed on account of discomfort aiid slight dyspncea. (Royal Free Hospital Muiseum-Ea. Cg.
9030.)
the trivial risk of a small and easy operation rather than to leave the tumour, especially as all the patients were alarmed and anxious for operation. In one case it was paralysis of the sympathetic nerve and slight dysphagia, in another unusual hardness and irregularity, in another a small hard lump at the back and inner part of the gland causing discomfort and pain, in the other two hardness with very short history, that led to the operation. All made excellent recoveries and are known to be quite well at the present time.
During the same period many cases have been sent to me with a diagnosis 109 110 Berry: Goitre Operations and Ajter-results or a suspicion of malignancy in which I was able to state definitely from the physical characters of the tumours, and the history, that the disease was nonmalignant and that no operation was necessary. In none of th-ese cases, so far as I am aware, did malignancy subsequently develop. There is another important class of case, however, that deserves special mention. It is not uncommon for an elderly patient with a large, often bilateral, hard, and somewhat fixed goitre to give an indefinite history of the occurrence recently of symptoms such as slight pain, slight enlargement, or some vague feeling of discomfort which raises a suspicion, but merely a suspicion, of the supervention of malignancy. In such cases, in the absence of any of the more definite signs of malignancy, such as recurrent laryngeal paralysis, marked dysphagia, adhesion to neighbouring structures, &c., it may be impossible to say more than that the disease may possibly be malignant. In suchi cases of elderly patients whose general health is quite good and who are not suffering from any local trouble due to the goitre, it is generally unwise in my opinion to subject them to what must necessarily be an extensive and severe operation which will probably prove to have been quite unnecessary. Frequently the symptoms are due to the development of a small cyst or a little haemorrhage in the depths of the tumour, for which it is quite unnecessary to do any large operation.
In a certain number of such cases there may really be malignant disease, and, if it could be diagnosed with certainty, even a large and dangerous operation would be quite justifiable. The treatment must depend upon the judgment and experience of the individual surgeon, the severity of the proposed operation, and the probability of the patient being really benefited by it. For it must not be forgotten that sometimes very extensive malignancy exists without any pain or any of the other ordinary clinical manifestations. The disease may be found to be wholly inoperable owing to infiltration of the deeper structures, while the patient's general health is still perfectly good. To operate on such a case often means putting the patient at once into a condition of grave discomfort and danger from which he will probably never recover. If not operated upon, he may enjoy inany months or even a year or two of comparative health and comfort.
A very important point to consider before undertaking an operation for the removal of a supposed undoubted malignant goitre is whether the gland moves, not only on swallowing, but also utpon1 the larynx and trachea. Many a malignant goitre which moves quite freely up and down with the larynx and trachea will be found at the operation to be so hopelessly incorporated with the trachea, and possibly also with the cesophagus, as to render satisfactory removal out of the question and the operation perfectly futile. On many occasions I have known want of attention to this point to have induced young surgeons (including myself, in the past) to embark upon useless and unjustifiable operations which had much better not have been attempted.
Out of many cases that illustrate the above points I will cite briefly two:-Case 1.-In Mareh, 1919, a lady, aged 72, who had had a goitre for at least twenty-five years, was brought to me because she thought that in the last three months it had grown a little larger, and had caused a little discomfort. There was no loss of flesh, no dysphagia, dysphonia, or dyspnoa, nor any other certain sign or symlptom of malignant disease. The thyroid presented itself as a very hard bilateral mass low down in the neck, each lobe being as large as a hen's egg. The mass moved freely with the larynx and trachea, but could not be moved freely upon the trachea. I told the doctor that there was a very strong suspicion of malignancy in this case, although I could not be absolutely certain, as there was no definite evidence of the tumlour having altered in Section of Surgery 111 size or consistency for m-nany years, and that it was possible that it might be miierely an old calcified or fibrotic goitre of long standing. What was quite certain, however, was that " whatever it is, no operation is desirable: if it is malignant operation is out of the question on account of the extent of the disease; if it is non-miialignant, no operation at all is necessary." Two months later the tumour was a little larger, but the feeling of discomfort had almost gone. The diagnosis of carcinoma was now fairly certain. From time to time I heard of her, that she was able to get about and enjoy life, but that the tumour was slowly growing, although causing no fresh symptoms. In October, 1920, nineteen months after I first saw her, she was brought to mle again. She was still able to get about, and was not suffering to any great extent. The tumour had now grown to the size of a man's fist. It was irregularly hard and knobby; the carotid artery was not palpable. There was still no dysphagia or dyspnrea, but there was a little irritative cough. The general condition was still good, but the patient was pale, and it was evident that she was beginning to fail. I heard from her doctor recently that a few weeks later she got very rapidly worse, and that she died just a week ago, twenty-one months after I first saw her, without having had any serious suffering or discomfort until within the last few weeks. The post-mortenm showed an extensive carcinoma.
Berry: Goitre Operations and After-results
On the other hand, a year later, in March, 1920, an almost exactly similar case was brought to me by another doctor.
Case 2.-This patient was a lady, aged 59, -who had had a bilateral goitre for mzany years-at least sex-en-and, according to herhusband, probably about twenty years.
For about three months she had complained of some laryngitis and cough, but she had nol pain, dysphagia, or dyspncea. Both lobes of the thyroid were enlarged, on one side to that of a hen's egg, on the other to twice that size; as in the previous case, the tumour was low dowln in the neck; it moved freely with the trachea,but not upon it. The carotid artery could easily be felt on one side but not on the other. This was the most definite point in favour of malignancy. As before, the diagnosis lay between old adenoparen-ichyiniatous goitre and malignancy supervening upon an oldilnnocent goitre. althougli in this case I was inclined to take a sonmewhat mnore hopeful view of the case, in spite of the condition of the carotid artery. My notes record that "if the tuinour is malignant, curative operation is out of the question; if innocent, the symiptomis are not bad elnough to demand operation." It was arranged that she should seeme again in thlree inonths' timie, or sooner if necessary. Before the expiration of that timie, however, I heard that she was dead. On m-nakinig inquiries, I learnt that, upon the advice of a friend, she had subsequently consulted another surgeon who had been bold enough to advise anid to attemlpt remloval, whichli was performed six weeks after I sawher. The doctor has kindly given me a full account of the operation, which presented great difficulties. " Owing to the isthmiius being very adherent, in raising this, the trachea got torn . . . a feetid bronchitis supervened," and the patient died of this six weeks later. The reimioval was stated to have been " probably incomplete." It is only fair to add that I amn informed that in the interval which elapsed after I saw the patient dyspnwa seemiis to have developed, and some such operation as tracheotomiiy miiay have beeni desirable. But on the other hand the condition, whichNas hopelessly inoperable as regards alny prospect of cure when I saw the patient, is not likely to have been any iimore favourable six weeks later. The case is one which young anld confident operators will do well to remiienmber.
Primirtrty Chronic Inflammation.-The case showing this condition has already been fully described in Section (III).
Palpitation, Nervousness, &c.-The twelve cases included in this class are instances of what, for want of a better term, I am in the habit of calling "false" exophthalmic goitre. They are very common. Many others presenting similar symptoms might also have been placed here, but have been put under dyspncea, or elsewhere, since this was the main reason for the operationi. These cases, although often classed as exophthalmic goitre," ought, in my opinion, not to be so called. They do not develop exophthalmos, althoughl they may present nearly all the other symptoms of that disease ; the gland after removal does not present the appearances characteristic of that disease. What is still more important, operations upon them do not carry with them the same risk, or anything approaching the risk, of the operation for true Graves' disease.
I am not speaking of the so-called Basedowified goitre, cases in which to an old simple goitre have been added all the signs and symptoms of true Graves' disease. Such cases, in my experience not very common, are really cases of true Graves' disease, and are accompanied not only by exophthalmos,. but by the characteristic pathological appearances of that disease, which are seen in the gland side by side with the evidence of the old pre-existing goitre, whatever its nature.
The cases in the class which I am now describing are ordinary goitres, generally unilateral, often simple adenomata or cysts, sometimes parenchymatous, but which do not present exophthalmos or the pathological appearances of Graves' disease. The term " thyrotoxic " adenoma is often applied to them 112.
Section of Surgery 113 but I am not at all sure that the theory which this name implies is a correct one, although it may be. What is important clinically is that the removal of the tumour, which is generally a simple operation, and practically as safe as that for ordinary goitre, will usually result in the patient quickly losing all her unpleasant symptoms and being completely restored to health, which is by no ineans always the case after operations for true exophthalmic goitre.
There are, of course, exceptional cases which are difficult to classifyv, especially in the early stages, but on the whole the three groups that I have mentioned are fairly well defined and easily separable from each other.
The following may be cited as a typical example of the class of " false" Graves' disease iNo. 957.-AMrs. H., aged 35, had had for tenl years a riglht-sided goitre, and for five years had been subject to palpitation. Slhe had had no serious dyspnmea, but had lost weight considerably of late. There wvas no exophthalmos, and she had nTot had diarrha'a. Thle heart was slightly dilated and the pulse quick and irregular. In July, 1914, the turnout was removed by resection-enucleation witlhout any difficulty. It was an ordinary encapsuled adenomati, as large as a hen's egg, and weighed 21 oz., five-sixths solid, thle rest consisting of clear fluid. The pathological examination showed lno signs of truie Graves' disease. The wound healed by first intenltion, and the patien-t went home oii the nineteentli day after the operation. When seen again two mnonths later she both looked and felt mnuchl better. She had gained weight an-d lost lher palpitatioln, altlhouglh she still lhad sonie tachyeardia and slight cardiac irregularity; she stated that lher lheart gave her less trouble than before. In September, 192() (six years later), lher husband writes ntie frolmi the country that " the operationi was a colmiplete sucecess, as; shle lhas not lhad signs of any trotuble since." (V) NATURE OF OPERATION. Of the figures in this table it is not necessary to say much. It will be seen that the extracapsular operations of extirpation and its varieties greatly exceed the intracapsular operation of enucleation and its varieties. Among the latter it will be noticed that pure enucleation is now but rarely performed, having been almost wholly superseded by the mucli better operation of resectionenucleation, in which the thinned and degenerated layer of glandular capsule is removed together witlh the tumour (fig. 2S ). This leaves behind a much smaller surface of wounded gland.
One sometimes hears surgeons speak of the "slhelling out of a lobe," in my opinion a most dangerous proceeding. The principal danger of the shelling out Berry: Goitre Operations and After-results (enucleation) of even an encapsuled tumour, to which alone this operation is applicable, is that of penetrating the posterior, and often very thin, layer of investing glandular capsule, and causing serious venous haemorrhage or damage to the recurrent laryngeal nerve. If the shelling out of a whole lobethat is, an extracapsular operation-were attempted, it would be scarcely possible to avoid most serious venous haemorrhage. Pure enucleation is now reserved almost entirely for cases of quite small and superficial encapsuled tumours enclosed in a relatively thick layer of fairly healthy thyroidgland tissue. If this table be compared with the similar table in which I comprises only a little over one-third. In other words, intraglandular operations are being replaced more and more by extracapsular ones, but these are never '' shelling-out " operations.
Total extirpation of even one whole lobe is, however, now but rarely performed by me, except for malignant disease, and in a few other exceptional cases.
A portion of gland, usually about as large as a normal lobe, is practically always left at the hilus, or " dangerous area " as it has been called. I consider this to be a great improvement on earlier practice. Total removal of the whole thyroid gland I have never performed in the whole of my practice. I consider it to be an entirely unjustifiable proceeding, never necessary even for malignant disease, and still less for exophthalmic goitre. -*. The combined -opetation (e-g., extirpation and enucleation)-refers of course to the different treatment of the opposite sides of the gland at the same operation. 
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As a general rule it may be stated that the lower down in the neck aĝ oitre is fituated, the more likely it is to produce serious or dangerous dyspncea. Many goitres, especially unilateral ones, are situated behind the inner end of the clavicle or upper border of the sternum, and becoming jammed between these parts and the projecting vertical column, displace and flatten the trachea obliquely, thus causing severe dyspncea. To these the terms retroclavicular and retrosternall goitre may be applied. But in many cases the goitre descends still lower, below the level of the first ribs, thus lying partly or even wholly within the thorax proper. If enlargement and consequent tracheal pressure take place in this situation, the term intrathoracic is applicable.
The goitre may be wholly intrathoracic or only partly, the upper part forming an obvious swelling in the neck (fig. 29 ). Any kind of goitre may be intrathoracic, but in the great majority of cases the goitre does not become intrathoracic, or at any rate is not diagnosed as such, until the patient has reached middle age. Adenomata, cysts, and other more or less encapsuled masses in connexion with old adenoparenchymatous goitres are therefore much more common than the purely parenchymatous form. Occurring thus 1 The term retrosternial or substerlnal goitre is also applied by maniy'authors to goitres sitluated still lower downl, behind the manubrium or body of the sternum; for these I prerer the term intrathoracic.
2 It is quite common for the tip of one or both inferior horns of a goitre to descend for a-short distanice inito the thorax, but without causing pressure in this regioln-such cases are, of course, niot inieluded amonlg the intrathoracic goitres. 
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in elderly people, most intrathoracic goitres have undergone a good deal of secondary degeneration, fibrosis, calcification, &c., which is in one respect a fortunate circumstance, as it enables the exact shape and position to be more clearly shown by radiography. In only two of the twenty-two patients of this series was the age below 30, while the average age, as will be seen from the table, was much higher. Two patients were over 70. The large proportion of men (eight out of twenty-two) is noticeable, as is also the fact that no less than seventeen out of twenty-two occurred in private practice. The last point is difficult to explain, unless it be that many of these patients came from distant parts of England (or even from abroad) for operation, and that hospita 1 patients are perhaps more likely to be treated in hospitals nearer their own homes.
i4,1~~~~~~~~~~j n traoracicg goitres are usal attede with ver seer sypos bot 7 a _ 1 w '. . . . . respiratory and cardiac;P, but eseilytefre.Bti iutdetrl t [ @ ĩ~. . . . . , . ' , . i , .
tFiG. 3.-Irthoraacin twlmours of varioths kirds. From rougll semidiagramelratic sketches.made bv author immediately after the operatioiis.
--Intrathoracic goitres are usually attended with very severe symptoms, both respiratory and cardiac, but especially the former. But if situated entirely within the thorax and well below the first ribs, they will sometimes produce very few symptoms until they suddenly or gradually enlarge and produce severe pressure symptoms.
A very common history is that the patient has had a goitre for years, and that as the goitre became apparently smaller (i.e., became sucked down into the thorax) the dyspncea (often diagnosed as "asthma ") became worse. It is not uncommon for one side of a bilateral goitre to form an obvious tumour in the neck, while, on the opposite side, lying wholly unsuspected in the thorax, is an intrathoracic goitre which is the real cause of the dyspncea. A case of this kind has already been cited in Section (IV). Intrathoracic goitres, unless Berry: Goitre Operations and After-results direct removal by operation. Fortunately, in the great majority of cases these goitres can be removed by a well-executed, although naturally a somewhat serious and difficult, operation. The patients, who have usually suffered extremely from dyspncea, and whose lives have probably been in great danger from it, are usually only too willing to submit to an operation which offers them a good prospect of complete cure. These operations are among the most satisfactory goitre operations that I have to do.'
The operation depends for its feasibility and success upon attention to the following points: (1) As the goitre grows downwards into the thorax it carries its main vessels with it; consequently none enter it from below upwards. If this were not so, the operation would be impossible.
(2) Most of the main veins lie in front of the goitre, and lno attempt should be made to extract it until these have been carefully clamped or tied. Frequently it'is desirable to free the upper part of the lobe, if this is in the neck, by isolating and tying vessels in the usual manner. When these vessels have all been secured, and the top of the tumour itself has been freely bared, but not till then, the extraction may be attempted. No attempt should be made to pass any instrument down into the chest in front of the tumour. But at the back a space will always be found through which it is possible to pass a scoop, or better still an ordinary silver dessert-spoon or table-spoon, into the chest, behind and below the goitre. The spoon must have a rounded, not a pointed, lower edge, lest it should leave the surface of the goitre and perforate some adjacent structure such as the pleura, an accident which, however, I have never actually seen. The rounded bowl of the spoon pushes the pleura away from the goitre and facilitates its separation. Fig. 36 shows the pattern of spoon that I commonly employ.2 The position of the recurrent laryngeal nerve must be borne in mind. The spoon must be inserted between this and the goitre. Damage to the nerve is one of the main dangers of the operation, and I have not always been able to avoid it (see No. 779,  fig. 32 ).
If the goitre i! old and tough, and has a well-marked capsule, several pairs of forceps may be placed upon the front of it and traction made together with a scooping movement of the spoon. If the tumour is partly cystic, so much the better, as the size may be considerably diminished by letting out some or all of the fluid.
If solid and too large to be extracted whole through the upper opening of the thorax, I have sometimes broken up the interior to reduce the size; but this is a somewhat dangerous proceeding, and, if attempted, care must be taken to keep away from the periphery of the tumour where most of the veins lie.
If the goitre is unequally bilateral, the smaller part should always be removed first, to relieve the breathing and to give more room for the extraction of the larger tumour.
The most dangerous moment of the operation is when the tumour is being delivered through the narrow upper opening of the thorax, since it is just at this time that most pressure is exerted upon the already narrowed trachea. As soon as the goitre has been delivered, a long piece of gauze is lightly packed into the thorax so as to fill up the cavity and check any oozing from its walls, and to minimize the risk of infiltration of blood into the surrounding tissues. Patients with intrathoracic goitre often have attacks of paroxysmal suffocative dyspncea alternating with periods of comparative freedom from dyspncea. If the patient has an ordinary cold the symptoms are likely to be worse, probably from temporary swelling due to increase of fluid in the tumour. If possible, a period of intermission, when the breathing is least troubled, should be chosen for operative interference.
(VII) ANAESTHESIA. 
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Mere ligations of thyroid arteries for exophthalmic goitre have not been incluided in this paper; for many of these operations local anesthesia was employed. There were no deaths in connexion with any of these operations.
No anmesthetic fatality occurred in any case, either of removal or of ligation.
Having quite recently discussed at some length' the subject of aniesthesia for goitre operations, it is unnecessary here to do more than recapitulate briefly my present views on this subject. Chloroform is never employed now in any of my goitre operations. For general anasthesia ether is administered by the open drop method on a mask of gauze. Deep anesthesia is never permitted at any stage of the operation, as in many cases it would be highly dangerous, especially in the earlier stages. The patient should be just sufficiently under the influence of the anesthetic to avoid pain. In a few cases of a high degree of dyspncea, local anesthesia is preferable, especially if the services of an anesthetist of large experience in this class of operation is not available. In a good many cases of exophthalmic goitre also local anaesthesia is preferable. But in both these classes of case I am using light general anesthesia more and more, in preference to local, which is often very distressing to the patient. In some cases local anesthesia is used at the beginning, and light general anesthesia in the later stages, of the operation. Berry: Goitre Operations and After-results shortly after its employment for goitre operations, or in which death has occurred during the attempt to employ the method. The necessity of anaesthetizing the patient in the ordinary way before the intratracheal tube can be introduced, the necessary hyperextension of the head, and the occasional failure to get the tube past the point of obstruction in the trachea, are all serious objections which have been well pointed out by Crotti in his recent excellent book on thyroid surgery.' To these I would add that, in the case of a trachea already partly narrowed, the addition of even a very little inflammatory swelling set up by the mechanical irritation of the tube, however soft, might readily increase the post-operation risks. Crotti, an operator of large experience in goitre surgery, remarks that the method of "intratracheal insufflation anaesthesia in thyroid surgery seemed at first to be full of promise. I have, however, found it disappointing. Just in the cases whpre it was expected to be the most useful, namely, in goitres with pressure symptoms, it failed to fulfil its expectations." He mentions no less than three cases in his own practice in which, when sudden unexpected dyspncea occurred, he failed to introduce the tube into the trachea. In ordinary cases without much tracheal stenosis, it seems to me to possess no great advantage over simpler methods; *and certainly patients sometimes complain much of laryngeal discomfort after its employment, although possibly this is less when the ancesthetist is highly skilled in the technical details of the method.
(VIII) DRAINAGE. This has been employed in all but seven of the 500 cases; these seven were all small, short, and easy operations. After all large goitre operations there is a good deal of blood-stained serous discharge, often mixed with colloid, especially in cases of parenchymatous goitre where a considerable surface of wounded gland has been exposed; it is better that this should pass out into the dressing rather than accumulate in the wound or pass into the surrounding tissues, and thus possibly hinder the smooth healing of the deeper parts of the wound. The drainage tube is always of glass and quite short, reaching to just below the plane of the infrahyoid muscles. A longer tube is apt to cause irritation and discomfort. The drainage tube is nearly always removed on the day following that of the operation.
The space beneath the large flap of skin and platysma is not drained, but in many of the more recent cases in the series half an inch at each end of a long skin incision has been left unsutured, to facilitate the escape of any.fluid which might otherwise collect under this flap. The flexed position in which the head is kept for a day or two after the operation obviates the necessity for suture at these two points.
(IX) HEALING OF WOUNDS. 
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It will be seen from the above table that in the great majority of cases the wounds healed smoothly per primana without any trouble at all. Of the thirty-four cases in which primary union occurred everywhere except in the track of the drain, some were cases in which some accumulation of bloodstained serum took place either in the deeper parts of the wound or, much more often, beneath the skin flap. In such cases the prompt insertion of a closed pair of forceps for an inch or two into the wound is sufficient to let out the fluid, and no further trouble ensues. Occasionally the track of the drain is mildly infected, presumably from the skin surface or from some fault in the technique: none of these cases were seriously infected.
The eight cases of secondary union were mostly those in which the occurrence of a subcutaneous bkematoma necessitated partial reopening of the wound and superficial packing with gauze for a few days. , One (No. 776 ) was that of a girl from whom one lobe (as large as a goose's egg) of a parenchymatous goitre had been removed on account of dyspncea: recurrent haemorrhage occurred three hours after the operation; the whole wound was promptly opened up; a small bleeding vein was ligated and the wound lightly packed with gauze for a few days; the patient made a good recovery without any further trouble, and left the hospital on the twenty-first day after the operation.
Details of another case follow:-
This was a very remarkable case, that of a lady, aged 60, from whom I had, in 1896,' removed the right and most of the left lobe of a deeply seated partly substernal, parenchymatous goitre, for dyspncea. The parts removed weighed 114oz. The operation was a very severe one, and was followed by mild suppuration and a sinus which did not heal for eight months, but she made a good although slow recovery, and remained quite well for many years. The remainder of the left lobe, however, had been gradually enlarging, and eventually caused such severe suffocative attacks that she came back to me for further operation. In July, 1914, eighteen years after the first operation, I removed a mass as large as her fist from behind the sternum and left clavicle. The operation, which was performed under local anmesthesia, was long and difficult owing to the existence of numerous old adhesions; the large cavity with unusually rigid walls had to be plugged with gauze, on account of deep-seated venous heemorrhage from some vessel in the neighbourhood of the left innominate. She was apparently making a satisfactory recovery, when quite suddenly, twenty-eight hours after the operation, she became completely unconscious, with stertorous breathing and paralysis of all her limubs.
It was thought at first that she was dying of cerebral haemorrhage or an extensive sudden thrombosis. Her pupils were not contracted, and there was no evidence that she had taken any drug. Dr. J. A. Ormerod, of the National Hospital for the Paralysed, saw her with me, and was unable to arrive at any definite diagnosis, but thought, as I and others did, that she was not likely to recover. However, after remaining unconscious for three days, she began to recover rapidly, and in less than a month lost all traces of her paralysis. The wound remained clean and healed very slowly by granulation in the course of about four or five months. She made an excellent and complete recovery, and for the last five years, during which I have frequently seen her, she has been in excellent health, full of energy, and leading an active busy life, in spite of her age. I am quite unable to give any explanation of the nature of this curious complication. The rapid and complete disappearance of all trace of paralysis makes it scarcely possible that there can have been a cerebral haemorrhage, as was at first thought probable. I have never seen anything like it after any thyroid operation, and it is the only serious non-fatal complication that has occurred after any operation of this series.
(X) DEATHS FROM OPERATION. Table IX gives brief notes of all the cases that have died as the result, either direct or indirect, of the operation.
Simple was a schoolmistress sent to me in 1913 by Dr. W. J.
Durant, of Gateshead. In March, 1898, I had removed from her left thyroid lobe an encapsuled adenoma as large as a duck's egg on account of dyspncea (No. 54). In the intervening fourteen years she had remained perfectly well, but the remaining lobe had recently been enlarging considerably, and an entirely new train of symptoms had supervened within the last year, namely, nervousness, tremor, palpitation, rapidity of pulse, which was persistently at or above 120, and, most important of all, emaciation and glycosuria. She complained of much discomfort and some dyspncea, and was very anxious for further operation. It was thought to be a case of secondary Graves' disease. On account of the glycosuria, for which Dr. (now Sir) Archibald Garrod kindly saw her with me, she was kept in the nursing home for more than a fortnight, and I then did a resection-extirpation of most of the right lobe, which contained a well-encapsuled adenoma of the common colloid type with commencing cystic degeneration, and weighing 42 oz. Microscopically the gland showed none of the changes of Graves' disease. After the operation, she soon developed a low form of pneumonia, and of this she died on the twenty-fourth day after the operation. The post-mortem, which was performed by Dr. C. S. de Segundo, who had been attending the patient with me for the pneumonia, showed solidification of one lung, but the mediastinum and root of the neck were quite free from any sign of sepsis, and the wound had healed. The sputum had been examined on two occasions with the following result. " FilM8: A small Gram-negative bacillus, resembling Pfeiffer's bacillus, is present in very large numbers; tubercle bacilli not found. Culture (blood agar plates): Influenza bacillus in great majority; pneumococcus also present, with a few colonies of a staphylococcus."
The case appears to have been one of an infection of an old adenoma simulating Graves' disease, as such cases sometimes do, and it would have been much better had I declined to operate upon her. But at that time my personal experience of operations for Graves' disease was comparatively small, and I hoped that an operation would have benefited her.
The only other case in this series in which I have knowingly operated upon a goitre patient with glycosuria occurred ten mllonths later, when I was obliged on account of dyspnoea to operate upon a lady, aged 52, although I did so reluctantly. She had been the subject of diabetes for a considerable time, but treatment (by Dr. Risien Russell) had kept the glycosuria fairly well under control. The goitre was an adenoparenchymatous one causing much tracheal pressure. After a week of strict dieting in the home under Dr. Russell, resection-extirpation of the left lobe of the goitre was performed. This case ran a perfectly normal course, and the wound healed by primary union without any trouble, the patient returning home within three weeks of the operation, completely relieved of all her symptoms except the glycosuria. For nearly four years she remained quite wel], although still under treatment for diabetes, and I had the opportunity of seeing her on several occasions. Eventually, while on a visit to Scotland, she suddenly developed diabetic coma, and died in less than a fortnight.
No. 925 was a hospital case, a married woman, aged 41, in an early stage of pregnancy, sent to me by Dr. Falkner, of Fulham. For many years she had had a large bilateral adenoparenchymatous goitre which in a previous pregnancy, terminating in miscarriage, had caused much trouble. Her temperature was 100°F. and her pulse 110-112 before operation. As she had considerable dyspncea, it was thought best to operate upon her at once rather than to wait many months until the end of the pregnancy, during which the dyspncea would have got much worse. The operation, which involved removal of 101 oz. from the right lobe and a small portion of the left, was a straightforward one. She got up, as usual, on the day after the operation, and for six days appeared to be doing well. Her temperature then began to rise. The wound was partially re-opened in the middle, some sepsis having occurred. Sylmptoms This is the only case of the whole series in which any serious suppurative complication occurred.
Exophthalmic Goitre.-The three exophthalmic cases may be taken together. All were bad cases. In two of them there was more loss of blood than usual during the operation. In the other case (No. 843), that of an elderly man, the operation itself, although a very severe one, was not attended with any unusual difficulty. Unfortunately a very small vein which had escaped notice at the time of the operation continued to ooze after the patient returned to the ward. The wound had to be reopened. The bleeding vein was promptly found and tied after only an ounce or two of blood had been lost, but nevertheless he died soon afterwards.' All three patients died of sudden heart failure within a few hours of the operation. It will also be noticed that in two out of the three cases the operation was performed wholly or mainly under local anesthesia. This may be noted by those who consider that the use of local anesthesia is the main factor of success in operations for exophthalmic goitre. Malignant and Papilliferous.-No. 1048 was the last of five operations for papilliferous carcinoma. As the long history is characteristic of this class of tumour, it may be given in some detail. This lady, then aged 43, first consulted me in December, 1905, for a right-sided thyroid tumour which had been present for twenty years but had grown considerably in the last four or five years. In January, 1906, I removed the tumour, which was soft, solid, encapsuled, and as large as a goose's egg. It was thought to be an ordinary adenoma. It recurred and was again removed in 1908 and 1912, the tumours being soft, papillary, and very vascular. On the last of these occasions, definite microscopic evidence of its carcinomatous nature was for the first time obtained (by Dr. Ernest H. Shaw). The tumour at this operation was as large as a man's fist. The fourth operation was in 1913 for a recurrent tumour as large as a hen's egg. In 1915 it had again recurred, but, owing to my absence from England on war service, I had no opportunity of seeing her again until 1916, by which time it had attained formidable dimensions, occupying most of the right side of the neck. Had it been an ordinary carcinoma, I should not have attempted its removal; but knowing its history and papiliferous nature, and having successfully removed a very much larger one of similar nature from a much older patient in 1908,1 I hoped I could again make a satisfactory removal in this case also.2
The tumour was not attached to the trachea and was cleared without much difficulty above, below, and on either side. But at the back, when it was much too late to abandon the operation, it was found that the main carotid vessels were hopelessly incorporated in the tumour and had to be extensively resected. The tumour after removal weighed 14 oz., and was carcinomatous throughout. Some glands were also involved.
No. 1086 was a case of erroneous diagnosis: it was really a case of intrathoracic malignant disease unconnected with the thyroid, and the goitre operation had little or nothing to do with the death.
The woman had been sent up from a village in Lincolnshire suffering from extreme dyspncea and with a history of an old goitre which had becomie much worse lately.
WThen admitted she was livid, sweating, and apparently dying of suffocation. She had a deep-seated bilateral parenchymatous goitre of considerable size low down in the 1 Case published and figured in Lettsomian Lectures, Med. Soc. Trans., xxxvi, p. 198. 2 It is butfair to her doctor (Dr. Collard, F.R.C.S., of Croydon), to say that he believed the tumour to be irremovable, and the sequel proved him to be right. n-eck; the patient was operated upon as soon as possible under local aniesthesia, becoming completely unconscious soon after the operation had begun. The lower portion of each half of the goitre was rapidly removed without any special difficulty. No relief whatever being afforded, tracheotomy was performed and a long tube inserted, with equally little benefit. Far down in the mediastinum, near the bifurcation of the trachea, a hard irregular mass of growth, evidently malignant, could be felt with the finger. It was obvious then that this intrathoracie growth was the main causc of the trouble, and not the goitre. Unfortunately no post-mortem examination was permitted, and the exact nature of the growth miust remain in doubt. Had the patient been able to give a better account of her previous history, or had a more thorough examination of the chest been made, and especially if an X-ray photograph could have been taken, no oparation would have been done.
(XI) LATE RESULTS OF OPERATIONS. All goitre patients are asked to report themselves in person or by letter one year after the operation, and most of them do so. Many have been seen yearly. But in the last seven months an attempt has been made to ascertain definitely the present condition of each patient, and Table X shows the source of the information thus obtained.' I take this opportunity of thanking all the doctors and others who have been good enough to write to me.
In thirty cases, including of course the few that died, the latest information dates from some period before 1920, and in fourteen I have been unable to trace the patients after they had left the hospital or nursing home. These last fourteen were all quite well when last seen, and I have no reason to suppose that they are not all quite well at the present time. gives a full summary of the information obtained as above described. This table explains itself and requires but little additional comment under the three main heads. Simple Goitre.-It will be seen that, with but few exceptions, all the patients are well. Most of them have not only been relieved completely of all the trouble from which they suffered before the operation, but enjoy much better health than formerly. I have a large bundle of letters from patients expressing the utmost gratitude for the benefit they have derived from the operation. The following is a representative selection:
No. 771. A woman, seven years after the renloval of a cystic adenoma at the age of 23, on account of dyspncea, writes: " I have never felt so well as I have done in the last seven years." Simple Goitre (Operations, 408; Patients, 406 Spasmodic asthma until occurrence of other fatal illness or injuiry unconnected with thyroid operation (see Table XII ) ...
1
Condition unknown uintil occurrence of other fatal illness or injuirv unconnected with thyroid operation (see Table XII ) ...
...
12
Well, but with enlargement of opposite lobe; causing trouble ...
5
Well, but with enlargement of opposite lobe; not causing trouble . No. 777. Another woman, seven years after operation at the age of 46, for dyspncea and palpitation, writes: " My general health has never been better in every way than since I had the operation for goitre. I am quite well at the present time."
No. 827. A district nurse, seven years after removal, at the age of 49, of 8 oz. of goitre, for dyspnca and palpitation, writes: " I have never had a day's illness since I left the hospital. I have been working hard ever since. I never get palpitation, and I can walk for miles without the least exhaustion."
No. 838. A gentleman, seven years after removal for dyspncea, at the age of 67, of a 5-oz., much calcified, adenoparenchymatous goitre, writes: "Before the operation, life was really not worth living; now it is a pleasure to live."
No. 911. A lady, six years after bilateral resection-enucleation, at the age of 42, of an adenoparenchymatous goitre, for dyspnoea, writes: " I have not had the slightest No. 1195. A lady, fifteen m onths after removal, at the age of 38, for discomfort and slight dyspnoea, of a cystic adenomiia weighing 4 oz., writes: " I am wonderfully better than I used to be before my operation. I can do so many things that were quite out of the question before. For instance, I frequently bicycle fourteen m iles a day, which would have been an impossible task for me before my operation last year. I can never feel thankful enough to be rid of that terrible goitre after suffering with it for so very many years. Thescar on my neck has almost disappeared, and it is quite unneccessary to wear any beads or anything to hide it now." No. 1249. A woman clerk, one year after remnoval of a small adenoma, at the age 45, for discomfort, depression, and slight dyspncea, writes: " My throat is considerably relieved in every way. My general health and vitality are now better than they have been for many years, and I have lost that ever-accompanying depression entirely." Exophthalmnic Goitre .-I have found that it is very difficult to make a satisfactory classification of the results of operations for exophthalmic goitre, but I think that that shown in the table is fairly accurate. Complete and absolute cure, with no trace whatever of the previous symptoms, is comparatively rare after operations for true exophthalmic goitre. Some palpitation on exertion, or after unusual excitement, and especially some degree of exophthalmos, often a considerable amount, remain in patients who consider themselves to be otherwisequite well. Nevertheless, a large number have been changed from invalids who previously were wretched and miserable to comparatively happy beings able to do a good day's work and enjoy life. Nearly all express themselves as being extremely grateful for the benefit they have derived from the operation. A few are no better, and some remain depressed and miserable. After a tolerably large experience of operations for this class of goitre, the following points have impressed themselves upon my mind:
That the operation is much more dangerous than most operations for simple goitre with dyspnoea. Even when the greatest *care is taken in the selection of the case that is considered suitable for operation, and in choice of operation, its extent, and the manner of its performance (all important points), disasters and failures will sometimes occur.
That many cases, when first brought to the surgeon with a view to the performance of an operation, are wholly unsuitable for any operation at that time.
That many acute cases, unsuitable for the larger operations of hemithyroidectomy, are nevertheless often capable of standing the less dangerous operation of ligation of one or both superior thyroid arteries, and often derive great benefit from this.' FIG. 40.-No. 1178 . Spheroidal-celled carcinoma, removed with glanids from female, aged 44. Secondary growth appeared on a rib nineteen months after operation. (Royal Free Hospital That the condition of the heart, especially as regards the amount of myocardial degeneration, is a very important factor in deciding whether an operation should or should not be undertaken.
Finally, even when the operation has seemed to be most successful and the patient has appeared to be well for a long time, relapse may occur.
As, however, the medical and surgical treatment of exophthalmic goitre is to be the subject of a further communication, it is not necessary to say anything more now on this branch of thyroid surgery.
Malignant and Papilliferous.-The five patients who are still alive and well are the following:
No. 755. A lady, aged 33, who had already undergone an operation at the hands of another surgeon for the removal of an outlying gland, underwent, seven and a half years ago, removal of the right lobe and two separate infiltrated glands in the neck for 1 With the subject of ligation of thyroid arteries, this paper, which deals only with cases of removal of some portion of the thyroid, is not concerned. Ohremoval of the thymus for exophthalmic goitre I have no personal experience.
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Berry: Goitre Operations and AJter-results endothelionia, evidently a tumour of low degree of malignanicy; she remains quite wvell and free from recurrence. The primary tumilour was about as large as a slmiall walnut. Nos. 1129 Nos. , 1146 . Two male patients, aged 26 and 46, with slow-growing adenocarcinomata, underwent extensive operations, the first involving also the removal of many glands. Both are now, two years later, in excellent health, but the first still has soimie infected glands, which do not trouble him, and for which he at present refuses further operation.
No. 1109. A lady, aged 47, with a large papilliferous carcinomlia of eight years' duration, very siimiilar to the case described on p. 126, is still in excellent health two and a quarter years afterwards.
No. 1140. Fig. 286 . A woman, aged 65,with a small spheroidal-celled carcinomiia involving one lobe only, was reported to be quite well when last heard of fifteen llonths after operation.' (XII) COMPLICATIONS. Recurrent Laryngeal Nerve Paralysis.-The only complication of the operation, beside those already described, is para ysis of a vocal cord, which is known to have occurred three times. This is an accident which should not occur, but is sometimes unavoidable, especially in cases of large and deep-seated tumours. One case is that of the large intrathoracic tumour described on p. 118 (figs. 32, 33). 
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The tumour may displace the nerve from its normal situation, and the best way of avoiding it is to be thoroughly acquainted with the situation in which it is likely to be found, and the alteration which occurs in its positions when the trachea is displaced, or when during the operation the thyroid lobe is drawn forwards, as the nerve may be drawn forwards with it. The point at which the nerve is most likely to be cut or clamped is not far below the lower border of the pharynx. It will be seen from the accompanying drawings of dissections, which have kindly been made for me by Professor F. G. Parsons, and are now in the anatomical department of St. Thomas's Hospital, that the nerve does not lie actually in the groove between the cesophagus and trachea, but a little in front of this. For the acquisition of that correct anatomical knowledge which is so essential for the proper performance of the more difficult thyroid operations, I would strongly urge the study of the dissected preparations of which such large numbers exist in most of our pathological museums, especially the older ones. The relation of the posterior part of the gland to the pharynx is one of especial importance, since it so frequently happens that this portion of the goitre, especially in parenchymatous cases, extends round behind the pharynx as far as the middle line, or even beyond it. This backward and inward extension may be a source of considerable embarrassment to an inexperienced operator (see figs. 20 and 43). Fig. 43 (1304) illustrates an unusual degree of this postpharyngeal extension, and also the fact that a vocal cord paralysed before operation by the pressure of a goitre will occasionally, although not often, recover after operation. This lady, aged 44, was sent to me -by Sir StClair Thomson, mainly because of the paralysis of the right cord. She made a rapid recovery, and he tells me that the movements of the cord have now, five months later, been completely restored.
Another patient (No. 785), a professional singer, aged 52, from whom in 1913 I removed a solid adenoma weighing 6 oz., partly for dyspnoea but mainly because she was losing her voice, has completely regained it. Thyroid Insufficiency.-With regard to the quantity of gland that should be removed in an operation for goitre, I would say that as little should be removed as will suffice to remove the symptoms for which the operation is undertaken, that the whole gland should never be removed, and that the hilus should be interfered with as little as possible; much must depend on the nature of the goitre and the extent of its degeneration. Myxcedema will then not occuir. There has been no marked case of myxcedema after any of my operations, although in a few cases, chiefly of very extensive bilateral removals, the patients have suffered for a time from transient symptoms of thyroid insufficiency, and have been all the better for the administration of a little thyroid occasionally. It should not be forgotten that some goitre patients with much degenerated thyroid gland suffer already to some extent from thyroidal atrophy. With such patients, if operated upon at all, much care must be taken to remove as little as possible of secreting gland tissue.
Tetany.-Although I have, up, to the present time, performed operations for the removal of goitre 1,338 times, I have never seen tetany after any of my operations, nor have I ever heard of any case of mine in which it has occurred subsequently. The exact cause of tetany after thyroid operations is still, in my opinion, obscure. The ordinary explanation that it is due to injury of the parathyriod glands seems to me to be not by any means satisfactory.
A mountain of literature has grown up round the subject of the parathyroids, and I must confess myself still an impenitent sceptic as to the supposed separate function of the parathyroids. I never take any special care to avoid them, although I usually do leave a piece of gland at the hilus for many reasons. It may be that, like the famous character in Moliere's play, who had been speaking prose all his life without knowing it, I have all along been taking special precautions to preserve the parathyroids without knowing it. The practical point seems to me to be that, provided you leave a piece of gland at the hilus, you need never trouble about the parathyroids at all. -~~~~~~~~~~~~~~~~~~~A Even if I wished to remove all the parathyroids, I could not be sure of doing so without performing a complete removal of the whole gland, or damaging it so much at the hilus on both sides that it would be practically useless. Besides, even if all four parathyroids could be removed, there would still remain the so-called parathyroid tissue that exists within the gland itself.
Undoubtedly tetany has often occurred after complete thyroidectomy, but this is an operation that I have never in my life performed. I have never seen any case in which I have wished to do this operation, and I doubt whether the necessity for doing it ever arises. It certainly never does in any form of innocent goitre. If the after-history of any series of 500 persons, whatever be the matter with them, is traced over a long period of years, it will be found, of course, that some have died. 
